Objectives: To compare normative beliefs about sexual health in young men and women from black Caribbean, black African, and white ethnic groups in order to better understand ethnic inequalities in sexual health. Methods: Focus group discussions with young people living in an area with known high prevalence of gonorrhoea and chlamydia. Groups were stratified by sex and self defined ethnicity. Results: 22 male and 20 female 16-25 year olds of black Caribbean, black African, and white ethnicity took part in eight discussions. Participants from black ethnic groups were more aware of gonorrhoea than white participants but all ethnic groups regarded these as being less important than unplanned pregnancy or HIV/AIDS. Most participants believed that they would have obvious symptoms if they had a sexually transmitted infection and could determine the cleanliness of sexual partners by visual or behavioural cues. Black Caribbean women were alone in acknowledging the likelihood of their partners having concurrent sexual relationships. Some black Caribbean women described negative attitudes of staff in genitourinary medicine clinics who were from the same ethnic background. Conclusion: In this focus group study we identified ethnic differences in terminology, awareness of sexually transmitted infections, non-exclusive sexual relationships, and experience of sexual health services but gender had a greater influence on normative beliefs. The similarities in norms for all ethnic groups might reflect common social and cultural exposures. The low priority given to sexually transmitted infections by young people from all ethnic groups needs to be addressed if they are to be tackled successfully.
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T here are marked ethnic disparities in reported rates of sexually transmitted infections. Gonorrhoea and chlamydia have been found to be 10 or more times higher in people from black Caribbean than white ethnic groups in England. 1 2 New diagnoses of HIV infection also increased by 13% in black Caribbeans and by 23% in black Africans between 2001 and 2002 compared with a 5% decrease in white people. 3 These differences persist after statistically controlling for age at sexual debut, numbers of sexual partners, 4 and material deprivation. 1 Patterns of sexual mixing, partner choice, [5] [6] [7] and cultural factors [8] [9] [10] are assumed to be important determinants of ethnic variations in sexual health but little qualitative research has investigated these. 11 12 Despite recognition of black and minority ethnic groups as having special needs for prevention in the government's national strategy for sexual health and HIV 13 there is insufficient information about why such inequalities exist and how they should be addressed. Here we report findings from focus group discussions undertaken as part of a project investigating ethnic differences in sexual health. 12 The objective of this study was to compare normative beliefs about sexual health and relationships among young people from black Caribbean, black African, and white ethnic groups. The study was approved by the research ethics committee of Guy's and St Thomas's Hospital Trust.
METHODS

Setting
The study took place from March to October 1999 among residents of the London boroughs of Lambeth, Southwark, and Lewisham whose sexual health is among the poorest in the United Kingdom. 12 14 Yearly rates of gonorrhoea are six to seven times the national average 1 and 13% of all people seeking care for HIV infection live in the area. 14 
Participants
Participants were sought in youth centres and meeting places in the study area using contacts identified by key informants interviewed earlier in the project. 12 We sampled purposively to obtain groups of four to six young people according to gender and three categories of self reported ethnic identity: black Caribbean, black African, and white. Participants gave written consent and received £10 each.
Focus groups
Groups took place in youth and leisure centres and lasted an average of 2 hours. A moderator (PC, an African Caribbean woman) stimulated discussion using a list of questions (see box), developed from a literature review, interviews with key informants, and observation of a young people's sexual health forum. 12 The topic guide was tested with a male and female group. The moderator encouraged interaction and exploration of additional issues and ensured that all participants contributed. An assistant moderator took notes and summarised each discussion.
Analysis
Tapes were fully transcribed and a coding framework of themes developed. Text units were collated according to theme (QSR NUD*IST 4, Qualitative Solutions & Research, Australia) using the constant comparison method of grounded theory in which the textual data are scrutinised for differences and similarities within themes. 15 We compared themes across ethnic and gender groups and prioritised issues generating the most discussion, either as views expressed by a majority of participants or minority views that generated much discussion.
RESULTS
The characteristics of focus group participants are shown in table 1. Most were under 20 years, in full or part time education, and living with parents. We report the five major themes using illustrative quotations. All names are pseudonyms.
Awareness of sexually transmitted infections
Participants used both formal and informal terms, including ''hicky'' (rash) and ''crabbies,'' and ''jabbies'' (generic terms). The listing of infections provoked laughter and denials of personal experience in all male groups. Women did not tease each other and repeatedly stated colleges as their sources of information.
Gonorrhoea was the first infection mentioned by black Caribbean men and women and the second (after HIV) by black African men and women. White men and women mentioned HIV first and white women expressed embarrassment at being able to name very few infections. Only black Caribbeans reported knowing someone having gonorrhoea, the admission by one participant leading to one or two other participants saying they also knew someone. Chlamydia was mentioned only by black women with participants from both black ethnic groups demonstrating their knowledge by stating facts they had learnt from leaflets or talks. The following extract shows a discussion among African women about their awareness and knowledge of chlamydia and HIV infection. They reached a consensus about their relative frequency and importance based on curability and the amount of public information about each infection. this this chlamydia and you try and find the clinic it would be hard for you but if you say you've got HIV or gonorrhoea or or something then people will, someone will say to you ''oh go to your doctors'' or something like that.
Focus Group #5, black African women
Shanice also observed that a relation exists between prevalence and the duration of infection, stating that more people could be exposed to an infection that persists in the absence of a cure. In this discussion the asymptomatic nature of chlamydia was also noted but in general participants in all groups believed that they would have noticeable symptoms such as a discharge or itchiness if they had a sexually transmitted infection.
Topic guide for focus group discussions 
Sexual health priorities
We identified the same hierarchy of concerns in all ethnic groups.
Unplanned pregnancy
Women unanimously identified unplanned pregnancy as their main fear: N Shamika: No not really it's more pregnancy I suppose.
Focus Group #1, black Caribbean women
Men's concerns about pregnancy were expressed in terms of the need for the girl to take responsibility and fears of fatherhood.
HIV and AIDS
In the following excerpt both AIDS and infertility were discussed as incurable consequences of sexually transmitted infections but AIDS was considered more serious because it is fatal. This was endorsed by others accompanied by a constant stream of participants playfully characterising each other as gay men and defending themselves against the accusation.
Other sexually transmitted infections
As shown in the two excerpts above, other sexually transmitted infections were viewed as being less serious than HIV because they were curable and not fatal. When these were described as minor infections other group members did not challenge the perception. Participants across groups, however, agreed that they would feel angry, ''dirty,'' or embarrassed if they had a bacterial infection.
Reducing the risk of sexually transmitted infections Strategies to avoid sexually transmitted infections were discussed in the context of sexual relationships, rather than using protective measures like condoms.
Avoiding risky people
All groups named prostitutes, gay men, lesbians, drug users and promiscuous people as ''risky types,'' without being challenged by other members. Women in all groups reported avoiding men with a reputation for having many sexual partners, ''players,'' in the terminology of black African women, but acknowledged their attraction because they were seen as exciting. Men across ethnic groups reported that they were wary of women who gave in easily to sexual requests, flirted, or who initiated sex early on in the relationship. All groups of participants engaged in discussions that ''blamed'' the other gender for spreading sexually transmitted infections.
Trust and risk
Individuals from all ethnic groups linked condom use to building trust, with less use as trust was built up. Only black Caribbean women openly acknowledged the possibility of non-exclusive sexual relationships. In both groups women mentioned their trust in the exclusivity of the relationship as a reason for not using condoms. As the following example shows, however, they were also aware of the risk of acquiring sexually transmitted infections:
N Pam: … as far as I'm concerned, it's bad for a man to be unfaithful yeah it is but at the end of the day, if he's got his personal woman indoors… I mean it's a bit disrespectful to sleep with someone else yeah, but that's just total lack of respect if you're gonna just go and sleep with them just so.
N Anna: Yeah, not use a condom. N Pam: Not use nothing and know that you're going back to someone who trusts you and is not going to use something with you. And you don't know what you've got from them, nah it's the end… Focus group #3, black Caribbean women A minority of men across ethnic groups emphasised that building trust was only necessary if the intention was to see the person again, which was not always the case. This view did not elicit further comment from other participants. 
Assessing risk
Men but not women, placed great reliance on a partner being ''clean,'' a term used by all ethnic groups. Men discussed using visual cues such as type of clothes and reputation, usually gleaned from male friends. Discussions of girls' reputation led to descriptions in all male groups of girls whom they considered to be disreputable. Individual accounts were confirmed and stories added about other girls considered to be of similar repute. Such sharing of stories about particular individuals was not a feature of women's groups. There were ethnic differences in the terminology for women who ''slept around.'' White men used ''slag'' or ''slapper,'' black Caribbean men used ''jezzy'' or ''sket,'' and black African males used both. Black Caribbean and African men referred to ''wifey'' or ''girlfriend material'' for women with whom they would have a more serious relationship and linked this to the lesser likelihood of them having an infection.
Sexual mixing according to ethnic group
Participants from all ethnic groups concurred that it was up to the individual to choose a sexual partner from any social or ethnic group. Most individual accounts, however, demonstrated a personal preference for partners from their own ethnic background and were linked to parental views. When a participant in each of the black Caribbean and white men's groups made the distinction between short term relationships with partners from other ethnic backgrounds and ''settling down'' with someone from their own ethnic group others agreed and contributed their own personal examples. These discussions also referred to wider social pressures where mixed relationships were eschewed, and children of mixed ethnicity experience problems because of divergent ethnic allegiances.
Sexual health services
In all groups most participants said that they would go to their general practitioner first if they suspected that they had an infection. Only black Caribbean women said that they had visited genitourinary medicine clinics. The consultations were for check-ups rather than symptoms. Three separate visits were reported, two of which were personal accounts and one a story about two friends. In the ensuing discussions other group members supported the view that more sensitivity from clinic staff was needed. Two accounts involved black staff members treating young black women differently from clients from other ethnic groups.
N Cerise: … she was like really impatient with them and it was the case that she used to, she looked them up and down as if to say they were cheap or they were trash… N Anna: Was she older?… N Cerise: She was an older… woman, she was a bit like a mother herself. N Pam: Personally I can't see any reason why she should be, but she was, and I can't really put my finger on why just because I was black … and that maybe she thought that you should know … as a black young … whatever. I don't know her excuse. Focus Group # 3, black Caribbean women
DISCUSSION
This study compared normative beliefs about sexual health in young people from different ethnic groups. Young black people were more aware of gonorrhoea and chlamydia than their white peers but these infections were not a serious concern for any ethnic group. Only black Caribbean women acknowledged the existence of non-exclusive sexual relationships and their consequent susceptibility to sexually transmitted infections. Black Caribbean women also reported negative experiences when visiting genitourinary clinics. Gender differences were more marked than ethnic differences.
Methodological issues
The strengths of this study are that it was community based and involved people from ethnic groups at high risk of sexually transmitted infections. We used focus group discussions in order to compare normative beliefs of different ethnic groups, some of which might be targeted in interventions to reduce the risk of sexually transmitted infections. Focus groups have been recommended for both sexual health 16 and cross cultural research. 17 This study involved 42 young people from black Caribbean and African backgrounds, compared with 13 11 and 12 18 from similar age and ethnic groups in other published reports. The main weakness is, however, its size, which was limited by the sensitive topic and the hard to reach target groups. Sampling was purposive and we were unable to assess differences between those agreeing and declining to participate. While the number of groups might be considered too small to reach saturation of emergent themes we think that our findings are robust since they are consistent with studies investigating similar constituencies but using different qualitative methods. 11 18 The personal characteristics of the moderator could also have influenced responses. 19 As an African Caribbean woman she was ethnicity matched with only a third and gender matched with only half of the groups. White women have described difficulties interviewing black women 19 but the reverse has not been reported. With reference to gender and sexuality unmatched researchers have been reported to elicit more and different information because they are not seen to be threatening. 20 
Ethnicity
Many studies have described associations between ethnicity and health but less attention has been paid to the underlying mechanisms. 8 21 We aimed to situate the problem of sexually transmitted infections within its social and cultural context. Historical and economic factors and their effects on contemporary social forces have also been used as a context for explaining ethnic differences in syphilis rates in the southern United States. 22 We found few striking differences in the group norms of young people from the three ethnic groups. This may reflect the ''ethnicity'' of the participants who self identified as black Caribbean, African, or white but were mostly born and educated in London. Age and sex have previously been reported as having a stronger influence than ethnicity on sexual lifestyles. 11 The blurring of ''cultural'' differences among second and third generation ethnic minorities has been documented in relation to both teenage parenthood 23 and sexual lifestyle. 8 
Sex differences
There were clear differences across ethnic groups between women's and men's attitudes towards sexual health priorities, relationships, and risk reduction strategies. Men used humour to defuse what they perceived as embarrassing discussions whereas women were more likely to use factual information to discuss sensitive issues. Holland has argued that ethnic group similarities and gender differences arise because the definition of heterosexual sex is male oriented and the language and experience of women from all ethnic groups is shaped by their subordinate position within sexual relationships. 18 Our findings support this hypothesis and suggest that intervention strategies need to take into account the gendered way in which sexuality and sexual behaviours are constructed.
Public health implications
Bacterial sexually transmitted infections ranked well behind pregnancy and HIV avoidance as sexual health concerns. 18 24 We have now shown that this hierarchy of risk persists across ethnic groups with very different prevalence of infections. 1 2 Prominent public information about teenage pregnancy and HIV/AIDS reinforced the impression among participants that these conditions were more common than chlamydia. In fact, in 2001 over 70 000 new chlamydia infections were reported 25 compared with around 38 000 conceptions in under 18 year olds 26 and 2000 new HIV infections. 3 Since bacterial infections are common and cause substantial morbidity specific campaigns are warranted, particularly in high prevalence areas.
Sexual health services are perceived as being unfriendly to black people in general 11 12 but some black Caribbean women in this study reported negative attitudes from staff members from the same ethnic background. There is a long history of negative racial 27 and sexual 28 stereotyping of black people in the United Kingdom and, while such treatment may reflect concerns about young black people's health, these health workers may also perceive young black women's presence in genitourinary medicine clinics as an embarrassment. Our study shows that racial awareness training is important for healthcare practitioners irrespective of ethnic group.
We have used information from this study to develop an intervention to increase knowledge and diagnosis of asymptomatic gonorrhoea and chlamydia, challenging the widespread beliefs that people with sexually transmitted infections always have symptoms or can be identified through visual and behavioural cues. 29 The intervention was delivered separately to women and men and was geographically targeted to areas with large populations of black Caribbean residents to include those at highest risk of infection without stigmatising individual ethnic groups.
CONCLUSIONS
In this focus group study we identified ethnic differences in terminology, awareness of sexually transmitted infections, non-exclusive sexual relationships, and experience of sexual health services but gender had a greater influence on normative beliefs about sexual health. Preventive interventions should target bacterial sexually transmitted infections and these need to take into account the gendered way in which sexuality and sexual behaviours are constructed. N There is insufficient information about why such inequalities exist and how they should be addressed.
N We found ethnic differences in terminology, awareness of sexually transmitted infections, the possibility of nonexclusive sexual relationships and experience of sexual health services but gender had a greater influence on normative beliefs.
N Bacterial sexually transmitted infections were not considered as a serious concern by young people from any ethnic group and this belief must be challenged if interventions are to be effective. P atients receiving highly active antiretroviral treatment (HAART) for advanced AIDS should be able to benefit from future vaccines delivered mucosally to control the disease, as HAART restores homoeostasis of intestinal B cells, a long term study has confirmed.
HAART restores balance of mucosal immunity in advanced AIDS
Intestinal B cell activity during simple treatment for AIDS during 1991-6 was compared with activity during treatment with HAART two years subsequently and activity in healthy controls. HAART significantly reduced number of cells producing IgA per 500 mm length of duodenum (median number 112 v 181) and normalised the proportion producing IgG1when compared with no treatment or other treatments. It also increased CD4 cell number and lowered viral load. Immunocytes producing IgA, IGM, or total IgG were found in similar median proportions in the HIV positive patients and controls.
Duodenal biopsy and peripheral blood specimens were taken consecutively from 31 HIV-1 positive patients, mostly with advanced AIDS and all with various HIV associated infections, and from 11 age matched HIV negative healthy volunteers during 1991-8. The biopsy specimens were used to determine the number and type of mucosal antibody producing B cells by in situ two colour immunofluorescence staining, and the blood samples to determine amounts of retroviral RNA.
The ability of HAART to stabilise mucosal immunity, as it does systemic immunity, has been doubtful, owing to conflicting study results. This study suggests that HAART restores normal balance to mucosal immunity, making potential immunisation by the mucosal route a realistic prospect for AIDS patients. 
